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WRITE PLAINLY---USING UNFADING DBLACK INE—MAKE A PERMANENT RECORD

AILED FEB 14 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. é 7 PRIMARY REG. DIST. m.%

State .F:ic No... NO‘;O

-
Kegisirar's No. 3(

. BIRTH NO. e
1. PLACE OF DEATH 2 USUAL RESIDENGCE (Where dectassd lived. I inssitad ideses before
s, COUNTY Phelps a. STATE Missouri b COUNTY Phelps ;;nii:;z

b. CITY (If sutelde corpurate tinlts, writy RURAL and give

¢. LENGTH OF ¢. CITY (If outaide corporats limits. write RURAL anJ give township)

27

. Enter only onecause per

line for (a), {b}, and (¢}

*This doez not mean
the mode of diing, stick
as heart fatlure, asthenio,
de. It means the dis-
eate, infurt, or complico-

OR \ townshipt] STAY (i this place)
or .
wy North Dillon l ¥r TOWNStar Rt., St. James, Mo.
d. FULL NAME OF (If not in bospital or § ion. glve sireat add or loeatlon) d. STREET B (1 rural, giva loeatlon), =
HOSPITAL OR ' ADDRESS .3 ~ . R AN
INSTITUTION o m o o = - = e e o - . e = m e 2 m 2 m e -

3. NAME OF . {First b. (Middle ¢, (Last}

DECEASEDY _ ¢ o o9 (Mlddie) o 4.DATE | (Mauth) (Day) (Yemw)
{ Type or Print) DEATHF ‘

5. SEX 6. COLOR CR RACE | 7. MARKIED, NEVER MARRIED, 8. DATE OF BIR 9. AGE {In years] IF tnER 1 r u K,
M= O M 3+ WLDOWED QIO CED?Swu;}y) laat birthday) Mnnuul of Houns | Min.
Mzlel White farrie June 20, 1904 45 |

10a, USUAL OCCUPATION (Girekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelen ommr.ry)// 12. CITIZEN OF WHAT

done dﬁmml of working lile, even if retired) DUSTRY } . COUNTRY?

riner Farming Wacker, Missouri Us
13a. FATHER'S NAME 13b, MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Field Louis2s Foster Edith [ield

I5. WAS DECEASED EVER IN U.S.ARMED F'ORC&’ 1§. SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRESS

uf\ro ., 0T unkoown) l 413 n rlnnr or dates olurvl.ee) .

UFP oY~ F145 lRev. Fred Barver, St. James, Mo.
18. CAUSE OF DEATH EDICAL CERTIFICATION sg}ff‘l. BETWEEN

1. DISEASE OR CONDITION DEATH
DIRECTLY LEADING TO DEATH® (4 .

ANTECEDENT CAUSES

Morbld conditions, if any, gising DUE TO (D)M

rise to the above cause (o) Hating
the underlying canae last,

.DUE TO (e)

tion which caused death.

1l. OTHER SIGNIFICANT_CONDITIONS
Condilions contributing to the death but nof

related to the diseaac or condition cauring death. > 9 7 (9 }‘

19a. DATE OF QOPERA-
TION

19, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

4 . ‘I’ESD HO&

2id. TIME (Moath)

OF
INJURY 2.

[ 216, PLACEOF INJURY (e.4., In o7 about
. farm, fagtory, atreat, office bldg.,eta.)

E I hegs certi,
IGN

i !ha.t I attended the de

(Day) (Year) (Hour) 2le. INJURY OCCURRED
WHILEAT HOT WHILE
\ ot WORK AT WORK

d from

s 19 , that I last saw the deceased
__ia.m from the causes and on the date stated above.

BURIAL, CREMA-

T'OPB%H‘QVALIB"‘E}’

that death occurred E‘
23c. QATE SIGNED

ZADNQATE, B ' E .' ; Y | 244. LOCATION (Clty, town, o comty) (State)

Fel 7./7%

Fe St. James, Kliscsouri.
- . Q. 3 25. FUNERAL DIRECTOR'S S1GNATURE ‘AbDRE S
@,&L O.E. Licklider, St. James, io.

{mer’s Statgment on Reverse Side)




RECEIVED

Phelps County Health Officer,
County File Number
Date Filed __ /£ b LL, /?5 D,

STATEMENT BY LICENSED EMBALMER

I hereby certify that ihe body whose name is recorded on the reverse side of this certificate was embalmed by me, or by__ ...

pa—
At et e et et 0 eeet e eeeeeeees oo Y N ., Student Embalaer No.
working under my personal supervision.

Signed........>
/’ 7
Licensed Embalmer No % a 7

Student Embaimer

P. O. Address_ﬁ..

Note: The above MUST BE SIGNED BY THE LICENSED EMBAIMER in his OWN HANDWRI G. (Failure to comply with
the sbove constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




